The aim of the Oxford Community Health Project is to facilitate medical care and research by developing a health information system based on general practice records. Historically, medical records had two principal uses, assisting the physician as an aide-memoire in his practice, and serving as source documents for clinical research. With the growth in the complexity of medical science and practice, the future uses of medical records may be seen to fall into two main groups. First, they will fulfill a number of service needs besides the traditional aide-memoire, acting as a repository of information derived from many laboratories and departments, as a means of communication between all those concerned with the care of an individual patient, and also as a source of management information. Second, they will be the basis for research of all kinds, clinical, epidemiological and operational. It is intended to develop a comprehensive health information system which will meet all these needs.
The deficiencies of the medical record card (EC 5-6-7-8) used by general practitioners in the National Health Service are well known (Wallace & Harvard Davis 1970 , Cormack 1970 . A great deal of experimentation in the replacement of the existing general practice record has already taken place, including an important study in the Oxford area (Hawkey et al. 1968 , Hawkey et al. 1971 . Other experiments in general practice recording have been undertaken in this region (Acheson & Forbes 1968 , Forbes et al. 1967 , Forbes 1969 under the general title of General Practice Recording Project, which commenced in 1966 with the development of a simple system of information retrieval based on a punch card file suitable for use in a general practice. This system was later extended to two other practices, and at the present time covers a total of 19,000 patients. It has been successfully used both for administrative purposes and to facilitate clinical research. Practitioners have been provided with a regular profile of their practices with regard to age, sex, social class and occupation. Special listings have helped in the identification and management of particular categories of patients, for example, those attending a weekly chronic disorder clinic, geriatic patients, and others eligible for various screening and immunization programmes.
The design of the Community Health Project has been greatly influenced by this body of experience. Each participating practice will maintain, as an extension of its normal administrative procedure, a computer-based practice register ('basic record'), consisting of identifying information and various other data of administrative use obtainable from existing practice records. Beyond this, further developments will be concerned with the social history, the past medical history, morbidity recording, and the establishment of links with other records systems, such as those of hospitals and local authorities.
Input of data for the basic record is by means of optical character reading of documents typed in the practice premises by using a system compatible with that recently developed for the Oxford Record Linkage Study. Computer operations are at present limited to functions associated with the basic record, which contains no clinical information. Output is restricted to listings of patient data, but these may be sorted at the individual doctor's wish according to various criteria of his choice and may therefore serve a variety of administrative purposes. Progress beyond the basic record stage has been made in a few practices. In two places, retrospective medical summaries have been made from existing records in a structured form to facilitate later data processing. A total of 8,000 summaries have been made in the past year. The partners in both practices have already noticed a consequential speeding up of clinical and administrative procedures.
In another practice, an experimental method of coded morbidity recording has been carried out for the past eight months as a first stage in the development of a computer-based system for that purpose.
Circumstances existing in the designated area of Milton Keynes new city have resulted in the design of a special project, whose objectives are the construction of a data file for epidemiological use and the development ofjoint records systems for use by general practitioners and local authority personnel in health centres. Health teams consisting of general practitioners, health visitors, nurses, midwives and social workers will be based on health centres serving populations of about 30,000. During the past six months a start has been made on collecting identifying information on the existing resident population of 50,000 within the designated area, and it is hoped to complete this task within the next year. Thereafter, new registrations in the area are expected to continue at the rate of 10,000 per annum as the construction of the new city proceeds.
Within the Milton Keynes area, particular attention will be given to morbidity recording, and as soon as practicable a computer-based system for data reduction will be developed so as to extract from the morbidity (or 'event') records information to maintain an ongoing medical summary for each patient. This process will be based on the principle of linking 'event' records into groups of entries relating to 'episodes of illness'.
Experimental developments will be evaluated in each situation so as to detect, and where possible quantify, their effects on practice function. Baseline information will be obtained by performing an 'initial state evaluation' in each participating practice, particular attention being given to the work patterns of medical and ancillary staff, and to the records system used. Subsequent changes in staff work patterns will be monitored by means of constructing an 'activities profile' for each practice from data obtained on sample days. A specially designed day sheet has been used for this purpose in pilot studies and has been found to be satisfactory. In addition to monitoring the direct effects of experimental innovations, evaluation by this means is expected to detect secondary or unforeseen effects on practice functions which might otherwise pass unnoticed.
Malignancy and Iunosuppression
[Abstract] by L J Kinlen MRCP (Radcliffe Infirmary, Oxford)
The evidence was reviewed from observations in man for the hypothesis that cancer results from a breakdown in immunological surveillance allowing the proliferation of an abnormal clone of cells with a selective advantage over other cells. There are several rare immunological disorders in which malignancy, particularly of the reticuloendothelial system, occurs more commonly than in the general population. However, these may have a common cause and evaluation is difficult. Similarly comparisons with regard to malignancy between man and animals after thymectomy in the neonatal period are not possible. This operation is not usually performed in this period, and the rare congenital absence of the thymus is not compatible with survival into adult life. Certainly there is so far no suggestion that thymectomy in man after the neonatal period is followed by any increased risk of cancer.
Of great interest is the increased frequency of reticulum cell sarcoma in the immunosuppressed recipients of renal transplants. A crucial question for the concept of immunosurveillance in regard to neoplastic disease is whether intensive immunosuppression will lead to an increased frequency of cancers other than reticuloses. It is hoped that an answer to this question will come from a study currently being undertaken from Oxford with the help of the Cancer Research Campaign. This involves a long-term follow up of patients with renal transplants and also those with the nephrotic syndrome, rheumatoid arthritis, Crohn's disease and other medical disorders treated with azathioprine, chlorambucil, cyclophosphamide or metho- The data presented in this paper were obtained as part of the Oxford Survey of Childhood Cancers, in which cases are ascertained by means of cancer registrations and death certificates. Information subsequently collected from general practitioners and hospitals provides data for the calculation of survival rates and the study of the natural history of these diseases. Ascertainment of deaths will be nearly complete, but because cancer registration is incomplete there will be certain biases in the data, e.g. survival rates will be underestimated, but this should not affect the general nature of the conclusions presented here. The analysis is based on 335 cases of Wilms's tumour diagnosed below the age of 10 years in England and Wales during 1962-66. The general background to the study has been described by Ledlie et al. (1970) . The main object of this paper is to consider the problem of tumour progression by examining relationships
